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More than 6 million older Americans are living with Alzheimer’s, with the number pro-
jected to reach nearly 13 million in 2050. It has been estimated that as many as 40%
of dementia cases may be attributed to modifiable risk factors, meaning that a con-
certed public health effort to address brain health may help to reduce these numbers
and lessen the burden on communities.

Two significant barriers, however, have worked to impede public health action to ad-
dress dementia risk reduction. First, public health has traditionally not seen dementia
as a public health issue. Second, even if they are convinced it is a public health issue,
lack of funding often limits the issues state, local, and tribal public health agencies can
address.

The Alzheimer’s Association® Public Health Center of Excellence on Dementia Risk

Reduction, which is funded by the Centers for Disease Control and Prevention, is

tasked with helping public health officials over-

come these barrFi)erg i by convincing them to act THE PUBLIC HEALTH CENTER
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on dementia risk reduction and by assisting them

In efforts to address the risk factors for cognitive Q

Review the
scientific evidence

decline and dementia.

On July 14, 2023, at the Alzheimer’s Association
International Conference® (AAIC®) in Amsterdam,
the Center of Excellence hosted a conversation Translate evidence
with international researchers and organizations into actionable tools
to discuss successful ways to engage public health
agencies on brain health. The purpose of the con-
versation was to learn, based on the research and
experiences in other countries, what strategies Assist public health
and tactics have been successfully employed in A
convincing public health officials to act on brain
health, what could be done to make it easier for public health to prioritize dementia
risk reduction, and how public health officials can best be supported in this effort.

Following is a transcript of the conversation.
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Matthew Baumgart: Good afternoon. We really appreciate you taking a couple of hours to be a part
of this conversation today.

Opening Presentation

Matthew Baumgart: To tee us off, | asked Kaarin to give us a short presentation. She has done a lot of
thinking on this and a lot of research on this over the years — and has some
practical experience out of Australia. So, | asked her to set the stage for us by
putting some ideas and thoughts on the table about how we can get public health
agencies to work on dementia risk factors.

Kaarin Anstey: Thank you for asking me to speak. | wasn't quite sure how to pitch this. So, these
are just some thoughts really to get the conversation going.

| want to step back and say, what is a population health approach? In the Alzhei-
mer's area, most people are not working in population health. If you look at this
conference [AAIC] or conferences in Australia where I'm from, we have a limited
amount of real population health research. So, | want to step back and say, pop-
ulation health addresses all influences on health, not just the clinical influences
that you would see in the health system. We are looking at whole groups of peo-
ple — populations — not just the people that are attending the clinics. But, most
of our risk reduction work is really based on very highly selected groups of people
in the clinics.

The population health approach also aims to improve health status and reduce
health inequalities. | think that is another really big feature in this approach. Hav-
ing expensive, intensive,

personalized medicine

approaches for risk re- THE SOCIOECOLOGICAL MODEL
duction are fantastic for

the few people who can
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More information is availa- came from the CDC
ble on the CDC website. [Centers for Disease Created by Kaarin Anstey, adapted from the U.S. Centers for Disease Control and Prevention

Control and Preven-

tion], was originally developed for HIV and illicit drug use research. But | think it
is an interesting way to help us think about this issue and to frame what we are
looking at.


https://www.cdc.gov/violenceprevention/about/social-ecologicalmodel.html#:~:text=CDC%20uses%20a%20four%2Dlevel,%2C%20community%2C%20and%20societal%20factors

The Finnish Geriatric In-
tervention Study to Pre-
vent Cognitive Impairment
and Disability (FINGER)
evaluated the effects of
simultaneously addressing
risk reduction in five areas:
diet, exercise, cognitive
engagement, social en-
gagement, and cardiovas-
cular monitoring.

With dementia and dementia risk reduction, most of us are focused, at least in
academia, on things like behavior change and interventions and risk assessment,
which is really focused at the individual level. We also focused on chronic disease
management. But we also need to look at the social settings in which this is taking
place: primary health care, workplaces and community groups. Another thing that
we need to look at is the environmental setting of the country or region. And
then finally, we need to look at the sectors of influence: government, which is
who we are trying to influence in this conversation; advocacy groups like Alzhei-
mer's Disease International [ADI]; and the public health system.

[ think in the socioecological model, we should be including some of the big cor-
porations. Groups like Amazon and Meta. Our health is actually being influenced
now by some of these very big companies. We are trying to think about the whole
social context in which people live and how health is being influenced and how
dementia risk is being influenced. We need to look at the whole big picture.

In terms of going to government, based on my own experience, | think people are
still very much focused on the individual risk reduction approach with brain health.
And that's because | think that is what people understand. They understand mes-
saging about physical activity and diet. The default is to think about individual
health in the health system. You really need to get the argument straight for pol-
icymakers. Be very clear and convincing around why we need to take a population
health approach and why it is economically beneficial. At the end of the day, the
economics has to come in.

The argument that | put together, which others have also put together, is that
the risk factors for dementia come from the multiple domains that affect human
health. They don't just come from the behavioral area. They come from air pollu-
tion, education, and cardio-metabolic disease.

Cognitive impairment and dementia are highly prevalent. One in five adults over
the age of 70 has cognitive impairment, according to the Health and Retirement
Study data. About 6% to 8% of older adults — those over the age of 65 — have
dementia. Altogether, that is about 1 in 4 people — 25% — over age 70, which
means that we are talking about something highly prevalent, unlike some other
diseases which are not highly prevalent where a population health approach isn't
what's needed. This is the sort of disease where we absolutely need to be looking
at a much bigger picture. And then on top of that, the modifiable risk factors
account for a large proportion of risk for dementia.

Clearly, the population health strategies have the largest potential to reduce fu-
ture incident cases. Just the logic of that needs to be communicated, and then
the economic argument needs to be made on top of that.

| am not an economist, but there are three parts that | think are important to the
economic argument for policymakers.

One is the cost effectiveness of the multi-domain intervention. We have already
shown that highly intensive interventions like the FINGER trial and trials that we
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Walsh S, Brian J, Muka-
dam N, et al. A systematic
review of the cost-effec-
tiveness of community
and population interven-
tions to reduce the modi-
fiable risk factors for de-
mentia. Maturitas
2022;166:104-116.

Walsh S, Govia |, Wallace
L, et al. A whole-popula-
tion approach is required
for dementia risk reduc-
tion. Lancet Healthy
Longev 2022;3(1):e6-e8.

have conducted are cost effective. By theoretically reducing cognitive decline and
reducing the risk of dementia, we would save money because dementia is such an
expensive disease. It costs the health system so much that it is cost effective to
do risk reduction even for that small group of people who are privileged enough
to participate in those highly intensive interventions.

But there is also cost effectiveness research that could be brought into this ar-
gument with policymakers around the individual risk factors. There has been a lot

of work looking at the cost effective-
ness to governments of reducing THE ECONOMIC ARGUMENT
FOR BRAIN HEALTH

smoking. There is cost effectiveness
work around healthy diet and physi-
cal activity. If you are trying to build 1.
the argument for government, we
could draw on all of that other liter-
ature, which was done in a recent re-
view led by Sebastian Walsh. 2

Multi-domain prevention interventions are
cost effective — they can reduce risk for

cognitive impairment, thus lowering spending
on a very expensive disease.

tors for dementia (such as hypertension and
smoking) reduces health care spending —
even if it does not reduce the prevalence of
dementia.

The third area that | think needs to
come into the economic argument
for the public health approach to de-

Reducing the prevalence of individual risk fac-

mentia risk reduction is healthy ag-
ing. We are in the decade of healthy
aging. If we sift through the UN’s
[United Nations] documents and the
WHO [World Health Organization]

3.

Healthy aging, including healthy brain aging,
can result in a longevity dividend — not only
is the period of morbidity reduced, healthier
older adults are more productive and can re-
tire later.

documents on aging and the decade
of healthy aging, we can show through the longevity dividend that there can ac-
tually be an economic benefit from population aging.

At the moment, as we are seeing an increase in longevity globally, we are also
seeing an increase in disability and chronic disease. So, we are not getting an eco-
nomic benefit from the increased longevity. But, if we promote healthy aging —
and reducing risk of dementia is a huge part of that because of the shared risk
factors with chronic disease — we can actually start to turn that around. We can
get a benefit of the increased longevity because people are able to work longer,
pay taxes longer, and contribute more, such as taking on unpaid care roles.

These are the three parts to the economic argument that | think we can take to
government. If an economist does it, | think it is stronger than us. So, in terms of
the strategy, the question is who do we need to enlist in this effort?

In another paper published by Sebastian Walsh, we discussed the advantages of a
population approach where it's not requiring people to individually decide to re-
duce their risk of dementia. It is creating an environment where that is the default
option.



Siette J, Taylor N, Deckers
K, et al. Advancing Austral-
ian public health initiatives

targeting dementia risk re-
duction. Australas J Ageing
2022;41(2):e190-e195.

Walsh S, Govia |, Wallace
L, et al. A whole-popula-
tion approach is required
for dementia risk reduc-
tion. Lancet Healthy
Longev 2022;3(1).e6-e8.

[t is really, really difficult. You can see at the moment with the cost of living crisis
in Australia where people are starting to cut back on healthy food, which is going
to increase dementia risk. Or during the pandemic when people stopped physical
activity and started treating themselves with food because they were stuck at
home. It is really complicated. But the ideal population health approach would
change the whole environment to make better health choices and healthy life-
styles the default option.

There has been some other work looking at the different things that we would
need to do to achieve a population health approach. We need to look at educa-
tion, public messaging, workforce education and so forth. An example: if you want
to address obesity and physical activity, the individual approach, which is what we
focus on most, is identification of at-risk individuals via routine health checkups
and referring people to programs, which is good. But a population approach
would be looking at investing in walking and cycling infrastructure, investing in
more green space, and designing buildings to make staircases more prominent.
There are a lot of examples about the different ways of approaching the same
risk factor from an individual approach and a population approach.

There is not one right or wrong way. | think what is happening is, if you look at
this whole space of dementia risk reduction, it is like a natural evolution. We had
to do the individual risk reduction research to find out what works. It was essential.
You cannot have population strategies without the individual. The individual is
what’s informing the population strategy. Some people think it should all be pop-
ulation health and no individual; some people think it should all be individual, no
population health. The two have to work together, and they inform each other all
the time.

Opening Comments

Matthew Baumgart:

Kay Deckers:

Thank you.

| have a lot of questions. But before | ask any, | want to give everybody a chance
to react to Kaarin’s presentation and add any thoughts you have. You can either
react to something that Kaarin said, add to it, or disagree with it. Then, once eve-
ryone has a few minutes to say a few words, we can dig into a conversation. Kay,
why don't we start with you, if you have anything that you want to add to the
table.

Thank you, Kaarin, for this interesting view. | totally agree with you. We have to
combine individual and population level approaches.

In our approach, we use a public health campaign focused on dementia risk re-
duction implemented through municipal health services. They are responsible for
health policy in the Netherlands on a region level, and they pick the topics they
want to focus on and invest in. We always try to get dementia risk reduction on
their agenda. We have a positive framing. We focus on all the positive things that
people do right and where there is some room for improvement.




The MyBrainCoach app
(mijnbreincoach) is not cur-
rently available in English.

Matthew Baumgart:

Katrin Seeher:

In 2017, the WHO pub-
lished the Global Action
Plan on the Public Health
Response to Dementia.

In 2022, the WHO
adopted the Intersectoral
Global Action Plan on Epi-
lepsy and Other Neurolog-
ical Disorders.

The position paper — Op-
timizing Brain Health
Across the Life Course —
is a complement to the In-
tersectoral Action Plan.

A copy of the guidelines is
available on the WHO'’s
website.

In 2025, we will also start a booster campaign, focusing on those with low socio-
economic status and people with a migration background. As Kaarin said, we often
increase the gap between the high and the low socioeconomic status with these
kinds of campaigns. The campaign is being co-created with these high-risk
groups to have their ideas that are in line with our own ideas.

We also developed an app, the MyBrainCoach app, to give people an idea of the
room for individual improvement in their brain health. We have found that people
really appreciate knowing that they can do something about their brain health.
We are really cautious with the measures that we give; we talk about “brain
health”; and we focus on the positive.

My own view is that we have to go through primary care — general practitioners
[GPs]. | would guess that about 80 percent of the dementia risk factors overlap
with cardiovascular disease. In the Netherlands, we have an existing cardiovascu-
lar risk management program implemented by GPs. And | think that we can just
add brain health to this as a topic. | would put my money on implementing de-
mentia risk reduction in primary care.

Thank you, Kay. Katrin.
| fully agree with what has been said.

Prevention and promotion are key. They are integral parts of the two global man-
dates that WHO has in the area. One, the global dementia action plan and, sec-
ond, the new intersectoral action plan on epilepsy and other neurological disor-
ders. At WHO, they both have strategic objectives on promotion and prevention.
We also released our position paper on optimizing brain health, which takes a life
course approach. We are making it very clear you cannot leave risk reduction to
the last third or end of life. It is a problem or issue across the life course.

What the concept of brain health also gave us is the opportunity of branching
out. As Kaarin said, this is not just an issue for the health sector or a public health
issue. We need to talk and engage multiple other sectors, multiple parts of gov-
ernment, and bring them on board. If we really want to do this at the population
level, you cannot just focus on treating individuals or trying to convince individuals
to change their behavior. They need the infrastructure, they need to live in envi-
ronments that make it easier to be physically active, and so on. We need this
multisector approach. Our brain health position paper includes determinants that
we need to change or that we can influence, that are our levers, and where gov-
ernments can become active.

We see how this works in the area of NCDs [non-communicable diseases]. We
always look a bit envious at the NCD work because they have stronger data and
stronger evidence. For dementia, we are very certain about the association be-
tween risk factors and dementia. But when it comes to interventions, evidence is
more scarce. And when it comes to population-level interventions, it gets even
trickier. So, when we look at our WHO guidelines for dementia risk reduction,
they focus more or less on clinical guidelines and interventions for individuals. |
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In its report, Tackling
NCDs, the WHO has
identified policy interven-
tions to prevent and con-
trol non-communicable
diseases. The most cost-
effective and feasible to
implement are labeled
“best buys.”

Matthew Baumgart:

Amalia Fonk-Utomo:

For more information, visit
the ADI’s website.

For more information, visit
the ADI’s website.

Matthew Baumgart:

Lisa McGuire:

Matthew Baumgart:

think in the next stage when we update them, we also need to look at these more
policy-driven interventions. Do we know how they really influence dementia in-
cidence? And then we can use that as an argument with governments and de-
velop something similar to what our NCD colleagues have for their “best buys.”

We want to get there for dementia. Right now, we are just lagging behind in terms
of evidence and research. But we are catching up.

Amalia.
| totally agree.

At ADI, we work with our member
associations — and we have more
than 100 members — to do risk re-
duction campaigns and education
campaigns. We also have a campaign
called “What's Your Plan?” to pro-
mote the development of dementia
plans, which should include risk re-
duction.

We also have World Alzheimer's
Month in September. This year’s
campaign is “Never too early, never
too late.” We focus on 12 risk fac-
tors. We developed an infographic
with simple messaging. And our
members can translate and adapt it
to their local culture and language.

Our accreditation process includes
risk reduction within the community.
It's not just academic accreditations.
We are challenging and reminding

“BEST BUYS” AND
BRAIN HEALTH

Due to the current lack of evidence, the WHO'’s
“best buys”—the most cost-effective and feasible
policies to address non-communicable diseases—
do not include interventions that would directly
address dementia. However, there are several “best
buys” that address factors related to brain health.

Smoking

Exercise
[

Increase cigarette taxes

Require plain packaging or large health
warnings on packs of cigarettes

Ban tobacco advertising, promotion, and
sponsorship

Ban smoking in indoor workplaces, public
places, and public transportation
Implement mass media campaigns to ed-
ucate the public about the harms of
smoking

Implement public education and aware-
ness campaigns promoting physical activ-

ity

Hypertension and Diabetes

Ensure access to hypertension and diabe-
tes counseling and drug therapy for those
who have had, or who are at high risk for,
a heart attack or stroke.

them to work together with the society and the government, with all other sec-
tors. Education on healthy living within the society and community as early as

possible is so important.

Thank you. Lisa.

| really don't have much to add other than | wholeheartedly agree that, to truly
make the impact that we are all desiring to see, it is going to take that multi-
pronged, multi-sector approach — not any one group or organization can do it
alone. It is going to take a lot of coordinating and collaborating to get a policy
system and environment approach.

Candace.


https://www.alzint.org/get-involved/world-alzheimers-month/never-too-early-never-too-late/
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Candace Spradley:

Lisa McGuire:

| agree with Lisa's comment. As they say, it takes a village. And | definitely think it
is going to take that coordinated effort to start to see, or be able to look at,
measuring impact.

| think having meetings and dialogues like this where we can listen and learn what
other groups, countries, and organizations have done is extremely beneficial be-
cause this problem is so complex. It really is talking about every aspect of human
physiological functioning and behavioral change. It is almost like we have to get
behavioral change experts and to keep pulling different groups of people to-
gether to really piece together this big plan.

Types of Public Health Interventions

Matthew Baumgart:

The Community Guide is a
collection of evidence-
based recommendations on
effective public health pro-
grams and interventions to
improve population health.

Kaarin Anstey:

Thank you. | came to this meeting with a lot of questions. Kaarin, your presenta-
tion raised some more. But before getting to some of those, | just want to ask a
couple of clarifying questions.

Kaarin, when you talk population health, the examples you gave were all, as Lisa
just said, policy and systems change, as we call it in the United States. The oppo-
site you called individual health. Kay referred to it as what primary care doctors
do. That's clinical. To me, there is something in between those two. To me, there
are population level, community-based interventions that would address individ-
vals and individual risk factors. Kind of a hybrid. | think of the CDC's Community
Guide, where public health can go and find, short of policy and systems change,
public health interventions that can be implemented in the community to get in-
dividuals to eat better or to exercise more or to control their hypertension.

| just want to make sure | understand whether you are classifying what I'm calling
population level or community-based interventions that are individually focused
separately from “clinical.”

| think this is a continuum. But there is a distinction between interventions where
the individual has to take responsibility for changing their behavior, which could
be done at a primary care level or at a governmental level, versus interventions
which are changing the actual environment and the person doesn't have to make
a decision. It's just enabling. We need both.

Role of Primary Care

Matthew Baumgart:

Kay Deckers:

The other clarifying question is for you, Kay, since you mentioned primary care.
What is the public health role in getting primary care engaged? Understanding
that the clinical evidence is not the same level of strength as perhaps the epide-
miological evidence is, what is the role of primary care physicians and what is the
role of public health in working with primary care?

In the Netherlands, the GP has a pronouncing role in advising people about
health. If people hear advice from the government, they think, okay, that's nice to



https://www.thecommunityguide.org/index.html

Matthew Baumgart:

Kaarin Anstey:

Kay Deckers:

Kaarin Anstey:

Kay Deckers:

hear, but | lay that aside. But, in the interviews we conducted, if a GP says some-
thing to the person, the response is always, "Okay, the GP has a big influence on
my decision regarding my health."

While | agree that the evidence for prevention of dementia is still scarce, | think
just from a positive framing, we definitely can say based on the evidence that we
can reduce dementia risk. | think that is also an opening for GPs to start a con-
versation. What we see in our studies is that when people heard that they have a
risk factor for dementia, they are really inclined to do something. They may al-
ready know that their diet is perhaps not that healthy. But if they know that doing
something about it may also foster their brain health or reduce their dementia
risk, that is a new input.

We also see this when we work with municipal health services. They have sent a
message 20 times already to people that they need to exercise more or eat
healthier. But if the municipal services have the extra insight that it might also
help with brain health, with dementia risk, that is a new input, and the municipal
services want to use it in their messaging. That is a new extra input for behavior
change. But it's difficult.

| want to make sure everyone feels like they can jump in at any time. Feel free to
jump in even if the original question isn't directed to you.

Well, just a couple of responses to Kay. | think you need to look at the country's
health system. Does the Netherlands have universal health care? Does the gov-
ernment provide the health care in the Netherlands so that everybody would
have a GP that is covered by the government?

No. It is not provided by the government, but the GP is the referral person to
health care in the Netherlands. Without insurance, you have to pay for your visit
to the GP.

It's this access that is key. What you described would work for the people who are
accessing primary care and have a relationship with a GP. But in different health
systems, what you described may miss a proportion of the population. That's one
issue.

Another thing that comes to mind: | 100% agree that you need a GP, but if your
GP is telling you to exercise and eat healthy but you cannot afford healthy food,
or there is no access to fresh food, or it is very hard to exercise, then you can be
made to feel guilty. And then you end up making dementia a lifestyle disease and
stigmatizing people by saying it's their lifestyle.

So again, | think it's getting the balance and getting all of the different pieces of
the puzzle to work together. We can end up with some things going the wrong
way by putting it all on the individual if we don't have the other supports in place.

Yes, | totally agree.




Lisa McGuire:

“Doc in the box” is a collo-
quial phrase referring to
doctors at walk-in clinics. An
individual may see a differ-
ent doctor each time.

Kristen Clifford:

Candace Spradley:

We keep talking about primary care and GPs, but | think we need to broaden that
thought process. For example, many women don't see a GP or a primary care
provider, but they may be meticulous about seeing an OB/GYN who is providing
pretty much primary care for that person. We need to think of some of those
other specialties that somebody might go see as their primary care person.

Also, a lot more people, at least in the U.S,, instead of seeing a GP are starting to
see what people call the “doc in the box,” or visit urgent care, or go to chain stores
that have clinics in them. We also

need to think about the people who TOUCH POINTS FOR BRAIN
are providing care there. They may HEALTH MESSAGES

tell you that you have strep throat,
but maybe they can also integrate a  Many individuals may not have a primary care pro-

little bit of healthy lifestyle behavior vider, may receive their primary care from another

or dementia risk reduction messag- type of provider, or may access the health care
_— .. system differently. Examples of alternative access
ing in those visits as well.

points include:

, e OB/GYNs
And | don't want us to forget about i
. e Urgent care facilities
some of the more allied health pro- o [Frermedes
fessions — even your dental hy- e Dental hygienists
gienist or the person doing your e Mammogram centers
mammogram. There are so many dif-  These alternative touch points in the health care

ferent trusted health providers who  system should be considered as possible avenues
have an opportunity other than a to deliver brain health messages beyond primary
primary care doctor. care providers.

As you mentioned, Kaarin, our systems are all so different. We can learn from
each other around what is working. But the U.S. health care system is so frag-
mented that there are some unique challenges. Even if you do see a primary care
provider and you do have insurance, they have five to seven minutes to cover
many things. So, | think some of it is normalizing brain health messaging with the
public so that they are empowered to initiate these conversations and understand
what we mean when we talk about brain health.

To your point, Lisa, | was going to mention a very similar point. At least in the U.S.
system, a lot of people have one or two places where they might get their infor-
mation, and it often will not be a GP. It might be their OB/GYN, as Lisa mentioned.
Or, as more treatments for Alzheimer’s become available, we might see what
we've seen in some other diseases such as Multiple Sclerosis. Whoever their spe-
cialist is, whoever their prescriber for their chronic illness is, will then be their go-
to for all health care, even though they're really not meant to be that.

We need to be thinking about all of those different touch points and where we
can start to influence and normalize. Thinking about how we talk about brain
health with those different touch points in communities provides opportunity.

Also, Native Americans. There is a large clinic setting for those living on reserva-
tions, and there are a lot of intricacies in terms of that setting.




Katrin Seeher:
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[ think, similarly, we should take advantage of whenever we can benefit from in-
frastructure such as regular appointments so that prevention messages are in-
grained in people's thinking. In the sense of health promotion, we should include
dementia messages in those visits also. That might help in the sense that it doesn’t
put the blame on the person. "You're doing something bad and that's why you
might be getting dementia." Instead, if you are going for, say, your heart checkup
anyway and dementia messaging is just folded into that appointment — “We're
trying to get your blood pressure down now, and it will also help with preserving
or protecting your brain” — there isn’t the blame. | think that will also save re-
sources. Use whatever avenue you can. Primary care is a good mechanism. And
then whatever regular visits you have, set up dementia messaging within those.

In the low- and middle-income countries, where | came from — | come from
Indonesia — we have universal health care insurance. But stigma on health con-
ditions is really big. People have a universal health care system but are still afraid
to go to a primary care doctor for help. They often don't want to go to the doctor
and don't have a regular checkup.

The society — the cultural approach — is key to really changing the behavior
sometimes. They hear more from society than they do from doctors sometimes.
If the area, the country, does not really have good structures in the health care
system — or if people avoid the health care system because of stigma — the
social approach really works better in changing behavior for risk reduction. Edu-
cating people about the risk factors of dementia sometimes is easier when the
doctor is not the one giving the information, but it comes from the head of the
village.

Convincing Individuals

Matthew Baumgart:

Kay Deckers:

DeKrom FJW, Sivanan-
than S, Alkhotany F, et al.
Awareness of dementia
risk reduction among cur-
rent and future healthcare
professionals: A survey
study. J Public Health Res
2021;10(3):1961.

Kay, you said something else that | wanted to probe a bit on. You talked about
how, when individuals hear that this might affect their risk for dementia, that it
sparked interest, possibly action. And | am struggling with this. If you can't get
someone to exercise, control their blood pressure, or change their diet when you
tell them they could have a heart attack five minutes from now, how are you
going to change behavior with the message that you might get dementia 40 years
from now?

[ think it is in line with awareness. What we see is that a lot of people do not know
that these risk factors for cardiovascular disease are also risk factors for demen-
tia. We surveyed people across, | think, seven European countries. We found that
especially the cardiovascular risk factors — hypertension, cholesterol, diabetes,
smoking — are not recognized as risk factors for dementia. | think a maximum
30 percent of the people know that. We also surveyed GPs and people working
in primary care. We were astonished that 1 in 4 GPs or health care professionals
did not know that these are risk factors for dementia. That is why we also focus
on increasing awareness on this topic.
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“Far from my bed show” is
a Dutch expression that
refers to something that is
far outside the realm of a
person’s current life and
concerns, and is therefore
not something they tend to
be interested in.
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That raises the issue of whether we need to take a step back and spend a lot of
time focusing on education as opposed to leaping to solutions. But do you think
knowing about dementia risk helps in changing behavior on risk factors — that it
is going to change behavior knowing that it may affect me 40 years from now?

That is something that we also came across in our project. We call it in Dutch "Far
from my bed show." You only see the effects of what you're doing now in 40 or
50 years, and perhaps you don't see any effects at all because you die of some-
thing else. It is a really difficult topic.

When we give lectures in our project, we sometimes skip the term dementia risk
and use a more sexy term like “brain health.” That also helps involve younger
people in making changes for their brain because they know that the brain is a
very important organ — and they may not understand “dementia risk.”

That is the route we walk at the moment. But, it is a really difficult topic to engage
people on.

The long-term consequence is a tricky thing when it comes to behavior change
because it's something that is very distant — it is very hard to feel the immediate
consequences. That makes educating difficult.

What helps in behavior change, or in motivational psychology, is something called
the ultimate why. You try to really get to the bottom of why people are doing, or
wanting to do, something. From this perspective, if my GP tells me not to do
something because it is bad for me, it's not likely going to help with changing the
behavior. But if a person is really, on an emotional level, fearful, afraid, worried
about developing dementia — and a lot of people do say they worry about de-
veloping dementia — it might constitute that ultimate why, and therefore be a
much stronger motivator than something that they are less fearful of or "My wife
is nagging me to stop smoking" or something that might not have an emotional
trigger. | think working with the fear people have of developing dementia might
be a silver lining in a sense.

It's not only the fear of developing dementia that might be a great motivator. No
doubt, people are more afraid of dementia because there isn’'t a treatment or
cure. But a positive ultimate why such as “l want to be independent and healthy
as | get older” might be equally motivating and a positive reason that people want
to keep their brains healthy.

| asked a clinician this question a couple of years ago, and she actually said that
she would love to get to a comfort level on the clinical evidence on the risk factors
for and prevention of dementia because she said, "My threat of a heart attack
doesn't work anymore." So many people survive heart attacks now that she said
her patients don't fear that any more. But, she said, they all sit there in her exam
room and fear what will happen when they get old and the possibility they will get
dementia.




Convincing Policymakers

Matthew Baumgart:

Kaarin Anstey:

Katrin Seeher:

Matthew Baumgart:

Kaarin Anstey:

Similar to the individual long term, you talked, Kaarin, about the economic argu-
ment. This is an argument that's also way down the road. But politicians — and
public health officials, whether they're at the state or local level, answer up to
what is eventually a politician — stand for reelection every two, four, six years.
How do we get public health officials comfortable with the idea that it is worth
their time and some of their scarce resources to do something that, ultimately,
they will not be able to show up the chain of command to the politicians that it
brings in a benefit until those politicians will potentially be long gone?

Very difficult. Maybe we need to look at other areas. Why would you invest in
public education? We know that having a better educated community is going to
have economic benefits — but far down the road. | guess maybe we need to try
to find some analogies, and then learn the strategies that worked with those.

Climate change.

But we can't do anything on climate change, at least in the United States, for this
exact reason. There isn't a short-term benefit. There isn't the short-term gain
that the politician can claim credit for. It's all short-term pain, which is why they
don't want to do it.

You still have those multilateral international global commitments to climate
change. And we can work on educating the population that these are global
goods, global targets — things that we are collectively working toward — and
that we are all more or less entitled to having our governments invest and work
toward achieving, not ignoring. There are big enough risks that if we leave them
unaddressed, we won't be able to manage. That can create a sense of urgency.
And using that as an argument might help.

Similarly, too, when seatbelt laws came into effect, at the beginning, people were-
n't so thrilled, and still, in some countries, there are people trying to avoid putting
them on, or finding interesting ways of using seatbelts. But with time, they are
being implemented.

Educating Young People

Lisa McGuire:

Kristen Clifford:

When the big movement in the U.S. started to get people to wear seatbelts, it
was the kids who were educated on it, and they pretty much shamed their parents
for not doing it. Somehow, we need to figure out what the lever is — and it could
be multiple levers. But sometimes it is really educating the kids, because they
come home and shame their parents because we are not recycling the way we
should be, or we are not wearing seatbelts, or fill in the blank. Kids can be pretty
judge-y and very influential.

| totally agree with this.




In July 2023, the WHO
classified aspartame — an
artificial sweetener used in
diet sodas — as a possible
carcinogen. For more in-
formation, visit the WHO
website.

Amalia Fonk-Utomo:

Matthew Baumgart:

All of our kids came home and talked about heart health from the time they were
about five years old in school. It's ingrained in them. My 13-year-old this morning,
as soon as she woke up, saw the news and sent me a message that said, "Mom, it's
so great you never let me have soda because of the aspartame news that came
out today." Heart health is so ingrained, and we talk about it like it is such a normal
thing that everyone should know. Wouldn't it be great if they talked about brain

health in the same way versus trying
to start that messaging with folks
who are middle-aged and starting to
deal with other chronic conditions?

It's similar with mental health. To my
daughter, talking about mental
health is normal, not like us In the
past where we would deny having
mental health issues. It's also like the
paper straw. | don't like it. But the
younger generation now is used to it
— it was normalized among younger
people.

| was at a lunch a few years before
COVID, and one of the people at my
table owned a restaurant. | don't re-
member how it came up, but he said,
"l have to have the paper straws or |
would have no business among any-
one under the age of 35"

Prioritizing the Risk Factors

Matthew Baumgart:

1. Obesity/physical activity
2. Diet

3. High blood pressure

4. Smoking

5, Education

6. Social isolation

Livingston G, Huntley J,
Sommerlad A, et al. De-
mentia prevention, inter-
vention, and care: 2020
report of the Lancet Com-
mission. 2020;
396(10248):413-446.

For more information, visit
the Alzheimer’s Association
website.

One of Kaarin’s slides listed six dif-
ferent modifiable risk factors. The
Lancet Commission had 12, and the

BRAIN HEALTH CURRICULUM
FOR SCHOOLS

Educating young people about brain health pro-
motes a life course approach to dementia risk re-
duction. It also instills at a young age the im-
portance of brain health, which can make individu-
als more receptive and understanding to dementia
risk reduction messages later in life.

There are a several examples of brain health edu-
cation programs for students.

e  Brain Health Scotland developed a
curriculum — My Amazing Brain — to
help children aged 8 to 12 explore,
through hands-on activities, how to keep
their brains healthy.

e The Wisconsin Department of Public In-
struction created Advocacy for Self and
Otbhers: Brain Health, a curriculum focused
on having middle and high school stu-
dents lead brain health advocacy cam-
paigns.

e Brain Healthy is a curriculum in Connecti-
cut and New York City public schools ex-
ploring brain health through the lens of
promoting careers in data science. It pri-
marily serves students from underrepre-
sented racial and ethnic groups.

Alzheimer’s Association focuses on 10. That is a lot of issues to tackle.

When we try to convince public health to do something on dementia risk, how
do we help them choose what to pick? Do you have any ideas on how we help

public health prioritize?

The worst-case scenario is a public health official looks at the list and says, “Oh,
there's too much. | can't do that much.” And, so, they don’t do anything. At the
same time, | would hate to say, “Everybody just focus on hypertension. Every
place in the country, focus on hypertension and hypertension only.” That narrows
it, and makes it easier. But that might not be the best focus everywhere.

Do you have any thoughts on how we help public health prioritize?
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For hypertension, the evidence is the strongest. But | love one of the pieces of
risk factor advice that we give: Stay curious in life. People think that is a really
interesting risk factor — being mentally and socially active. | really like the posi-
tive framing of “stay curious in life.”

| personally think improving education is the key one for multiple reasons — it
has so many benefits for individuals and society. We know keeping kids in school
longer improves brain health. | would focus on that because education then feeds
into everything else. Also, educating kids about dementia.

Some of the other risk factors are being addressed through non-communicable
disease plans, and you can tag those and put dementia messaging into those ef-
forts. It is almost a low-hanging fruit.

And then with legislation, | think it is important to legislate around healthy foods.
In Australia, we've had big success on issues like seat belts, wearing sunscreen and
hats to prevent skin cancer, and smoking. All of them have had a carrot and a
stick, legislation, and a school education program. It was multi-pronged.

Again, though, | feel like improving education is so important, especially early
childhood education. Education improves health literacy, and health literacy
means when the messaging comes later in life, people are more receptive to it
and more able to make changes in their behavior.

Through a model that was developed by the Centers for Disease Control known
as PLACES, we can get data in the United States down to the ZIP code and census
tract levels on the prevalence of six different risk factors: hypertension, obesity,
diabetes, smoking, physical activity and sleep. That means we can show public
health officials that in their state or in their county, this is the prevalence of hy-
pertension; this is the percentage of people who are not meeting physical activity
guidelines; this is the percentage of people who are obese; this is the percentage
of people who have diabetes; and so forth.

| suppose that's one way to help public health answer the question, “What should
| focus on?” Show them what their prevalence numbers are on these risk factors.
Is that worthwhile? Are there other ways to help public health figure out what to
focus on?

PLACES does not have education — we could get that data — but | think I'm
going to have a problem in the United States convincing a lot of public health
officials to focus on improving education.

But there is also education about dementia.

That might be it. That would be a different story in terms of education. Education
policy overall would be a problem. But | think you could do something on demen-
tia education.
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Messaging

Kay Deckers:

Looking at prevalence, or how big is the problem for each of these risk factors in
your community or in your country, is certainly going to help. But | would say this
is just one factor to look at when prioritizing.

We don't have a magic formula at WHO — use x percent of the prevalence,
multiply it by this — we don’t have that. The way we would engage with our
member states is to sit down, look at these risk factors, conduct a situational anal-
ysis of what other activities are currently happening in the country, identify what
are the low-hanging fruit that Kaarin mentioned, and where can we start address-
ing dementia risk. Don't start with the hardest one, because you will likely fail, and
then everyone gets frustrated and may stop the whole effort. Don't come with a
list because that is also going to be too hard. Be strategic in selecting the ones
that you can do and do well.

| just came back earlier this week from a country in northern Africa. They are
rolling out a huge policy campaign on tobacco cessation. For them, | would say
now is the time to make sure that in all of the messaging, it should not just focus
on lung cancer and cardiovascular health, but should also include dementia. And |
would say for dementia risk reduction, focus on tobacco because, right now, the
entire government is focused on banning tobacco from public events. That is your
opportunity. Other countries might have different ones.

Something you just said was interesting in terms of don't go for all of it because
that's overwhelming. Some of the potential challenges ahead are with a multivar-
iate approach where we are seeing positive findings with interventions that ad-
dress multiple risk factors. It's great to have research coming out that could po-
tentially show positive findings, but at the same time, how do we then approach
that challenge of not just having to deal with one risk factor, but having public
health pursue a multivariate approach?

With this research, we need to keep in the back of our minds some of the things
that we don’t know yet. One of the things that | think about is the financial impact.
With each of the risk factors, is there one of them, or is there a combination of
them, that if we could get people to act on them, it would have a bigger economic
impact than others?

In our work — which we based on the epidemiological evidence and on trials of
modifiable risk and protective factors — we developed three public health mes-
sages for our campaign. That is: stay curious; eat healthy; and exercise regularly.
In combination, that tackles obesity, depression, physical activity, and social and
cognitive activity — all of the things we want to tackle. We tried to summarize it
in three easy-to-understand public health messages.

Even then, you still miss some important factors such as cardiovascular health.
But these were the three things that we focus on in our campaign, and also the
things that people like to work on. They know that they have to address their
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hypertension. But if you explain that you can do it through healthy eating and
regular exercises, that opens up a new opportunity for them, | think.

| love it. Hopefully Matthew wrote
that down.

BRAIN HEALTH MESSAGES IN
THE NETHERLANDS

| did. Stay curious. Eat healthy. Exer-

cise regularly. Stay Curious

Those are the three slogans we use Eat Healthy
in our public health campaign on de-

P ] Exercise Regularly
mentia risk reduction.

If you think about those and the way that they're phrased, they are going to have
so much impact on some of those cardiovascular risk factors. Some of those are
the key. But the question now is, are those the right ones for us to target? My
gut says yes, but we need to have some science behind it, too.

To Kristen's point, you have the FINGER study and in a few years, you will have
the USPOINTER results — both of which are multivariate interventions. One
theory behind the trial is that the risk factors are interrelated. It is hard to parse
out which risk factor is causing dementia and which risk factor intervention might
help. So, we throw everything and the kitchen sink at it, and something is bound
to work.

But one of the fears | have with these multivariate studies is that they may lock
in this notion that it's all or nothing. That is how some people will interpret it, as
opposed to the way Kay framed this: stay curious, eat healthy, exercise regularly.
| think, Kay, you would be happy if people did one of those things. You are putting
the three out there, but you are not saying you have to do all three.

And | have this fear that we are going to get the USPOINTER results, a multivar-
iate study, and people will say you've got to do all of these things because we don't
know which one of these things will actually work for you, so you have to do it all.
That to me is a scary outcome from the perspective of persuading public health
to pursue interventions.

And to Lisa's point, some of those levers will have a bigger impact than others.
But how are people going to interpret the study results, and how does public
health work with clinicians to get the message out about how we prioritize them.
Because some people will just feel too overwhelmed.

This goes back to Dr. Tisamarie Sherry’s remarks at the Dementia Risk Reduction
Summit in May, that as a health care provider, she was looking at all that she was
telling her patients to do. And then she started thinking, "l don't want to do that.
That's unrealistic."

We have to take into account humans who have choices and free will, whether
we want to acknowledge it or not.
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Our WHO physical activity colleagues have actually done a brilliant job in trans-
lating the physical activity guidelines into public health messages. The last time |
spoke with them, they said, "You need to really reduce it and simplify it and sim-
plify it further" — even at the risk of getting a bit away from the strict conclusions
of the evidence. The evidence says 150 minutes per week of vigorous exercise
and blah, blah, blah. That sells very poorly. So, we say, every step counts; just take
any opportunity you have to be physically active instead of taking the car or the
elevator; every step counts. It is much easier to achieve that than getting to 150
minutes every week, which scares everyone away. That's where we ultimately
need to go in order to reduce risk, but the messages need to . ..

... feel more attainable.
Yes. Show up every day and do baby steps.

That is what my yoga teacher tells me as well. If you show up on the mat, that's
enough. A first step.

| want to talk about nomenclature. We avoid the “P” word — prevention — like
the plague. Instead, we talk about “risk reduction.” We have all said that multiple
times today. | personally think that is a combination of words that the general
public doesn’t get. When you say “risk reduction,” what does that mean? At the
ADI conference in June of last year, a clinician on one of the panels — | am not
going to be able to quote him exactly — basically said, "Risk reduction’ is what
scientists say. Real people say ‘prevention.” That's a word that means something
to them.

Recently, people have started saying “brain health.” There was some public opin-
ion work done in the UK. by Alzheimer's Research UK that found “brain health”
resonated with people, that people understood that.

| just wanted to put on the table that this is something | struggle with all the time.
What words are meaningful to real people?

If you use “prevention,” it's like you are promising something.

That's the fear of using that word.

Yes.

We are afraid to use the P word because the clinical evidence isn't there, right?
You still can't vet it. Yes.

But a public health person argued to me, the epidemiological evidence is there.
From a public health standpoint, it is prevention. We never had clinical evidence
on smoking. There was no randomized controlled trial on smoking. There was no
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Lisa McGuire:

Kristen Clifford:

Lisa McGuire:

Matthew Baumgart:

Lisa McGuire:

Matthew Baumgart:

randomized controlled trial on condoms to prevent HIV/AIDS. There has been no
randomized controlled trial about wearing helmets when you ride a bike. So, peo-
ple have argued that while it is not prevention in the clinical sense, it is prevention
in the public health sense. But we are all afraid to use that word.

Again, it's something | struggle with and something | have to live with because |

can't really use the P word.

[ think it is an excellent point. | think those of us who started using “risk reduction”
are scientists, and to scientists, prevention means you do X, and Y will happen.

From the federal US. perspective,
when we started working in this
space, it was our scientific colleagues
who were very vocal and very strong
against using the P word because
they said the science is not there.

| am not sure how much evidence it
will take to get the science there, or
whether there is a chance to revisit
the issue. But coming from an
agency where our name is “Centers
for Disease Control and Prevention,”
we are obviously very comfortable
with the P word. But | am not sure if
the rest of my colleagues are com-
fortable with it in the dementia con-
text.

We are in the same boat, Lisa. But |
think the point is, how do we make it
real talk? To Kay's messaging, | love
“stay curious.” It's not scientific; it's
not clinical. But it resonates, and it
feels like something that real people
would say.

Yes.

Right. But, you are “staying curious”
why? Not to “prevent” dementia. To

THE DEBATE ABOUT
NOMENCLATURE

In a medical context, “prevention” implies that an
individual does not develop a disease or condition,
sometimes through avoidance or modification of
risk factors. The lack of definitive clinical evidence
on modifiable risk factors for dementia raises some
concern about the use of the term, even if epide-
miological evidence were to indicate that reducing
a risk factor across the population reduces demen-
tia incidence (i.e., prevents cases).

The term “risk reduction” is often used as an al-
ternative. In a clinical sense, “risk reduction” sug-
gests lowering the probability, or chances, of de-
veloping a disease or condition, as opposed to of-
fering a guarantee (“prevent”). However, among
the public, “risk reduction” can be an ambiguous
term that is neither well understood nor well ex-
plained.

The prevention vs. risk reduction conundrum has
resulted in the growing use of the term “brain
health.” By referring to generally healthy lifestyles
that are good for your brain, “brain health” avoids
the complications arising with the use of “preven-
tion” and “risk reduction.” But, it still allows for a
conversation about habits and behaviors that can
lower the chances of age-related cognitive decline
and may turn out to protect against developing de-
mentia as well.

“reduce your risk” for dementia. And so, we are back to where we started. Let me
ask point blank: is “brain health” something that we are comfortable with? | think
our scientists are comfortable saying “brain health.”

Yes.

And does “brain health” resonate with people in a way that | don't think “risk re-

duction” does?
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The Public Health Road
Map is a framework de-
signed to help U.S. public
health officials address
cognition and dementia.

Katrin Seeher:

Kaarin Anstey:

We put a lot of thought into brain health when we created the unit at WHO. We
had multiple options. The final two were “brain health” and “neurology.” We opted
for brain health because we felt that within public health, this is much better. Alt-
hough | must say, critically reflecting now, it translates horribly into other lan-
guages, which is something that we did not consider. It sounds totally awkward in
non-English.

That makes me wonder whether the whole prevention versus risk reduction dis-
cussion is an English-only thing. Kay, English is not the native language of the
Netherlands. Does the prevention versus risk reduction conundrum translate into
other languages?

Yes, itis the same issue here. | am very cautious about using “prevention.” | always
talk about “risk reduction” or “potentially lowering your chances.”

But then, Lisa and Kristen, when you were working to update the Public Health
Road Map, | was hearing that some people may have concerns about “brain
health.” We are discussing using it in the context of healthy aging. Others were
wondering, is mental health “brain health”? Are other neurological conditions,
“brain health™? Intellectual and developmental disabilities — is that “brain
health”? By using that phrase, do we run the risk of muddying the waters the
other way?

| would caution against equating brain health with dementia risk reduction or min-
imizing dementia risk because, at least at WHO, we would say brain health is a lot
more. That is why we say it is across the life course. Brain health is everything
that we do to our brains — the physical brain structure and maintaining brain
function. Dementia plays a huge role because it impairs brain function. But brain
health is much broader. Is that necessarily a bad thing? | don't think so. Similar to
when we said if we address non-communicable diseases, we're also helping the
brain. By promoting brain health, we are also reducing dementia risk. | think there
is a lot of potential in putting it under this bigger umbrella. Just knowing what we
can do to optimize or promote brain health will have multiple impacts or lead to
potentially many benefits, not just dementia risk reduction.

[ think it depends on the audience, and you might need to do some research about
your audience for this strategy. | don't mind the term “prevention,” and the eco-
nomic arguments don't really work without using “prevention.” The whole cost-
effectiveness model is based on preventing cases. In a population, delaying de-
mentia actually will prevent incident cases, epidemiologically. So, a lot of our ar-
guments — our strongest arguments — are based on preventing dementia. You
have to be careful not to throw the baby out with the bath water by not using
that term, especially if you want to convince policymakers. You need to have pre-
vention as part of it. Otherwise, it gets too watered down.

| understand the flip side of giving the wrong message to the public — that it is
their fault; that if they get dementia, they didn't prevent it by their lifestyle. That
is not the message you want to send. We do need to be careful with messaging.
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But | also think you can go too far and then the economic argument becomes
much harder to make.

Longevity Dividend

Matthew Baumgart:

Kaarin Anstey:

Scott A. Achieving a three-
dimensional longevity divi-
dend. Nat Aging
2021;1(6):500-505.

Katrin Seeher:

Amalia Fonk-Utomo:

Kaarin, in your opening presentation, you talked about the longevity issue. One
of the things we often hear is that keeping people alive longer actually ends up
costing us more money. It is a very cynical argument, but it is not an unheard-of
argument. | just want to make sure that | understood you correctly. You are saying
that with aging, all things being equal, simply keeping people alive longer is more
expensive. But if we can make them healthier as they age, more longevity won't
be a cost?

That is where we get the longevity dividend.

What we want is compression of morbidity, so that we get a longevity dividend.
This is another economic argument. With healthy aging, you can lift the retire-
ment age and people can remain productive in the workforce for longer. You
need your brain to be able to do that.

That is also a strong argument, in the context of dementia, to try to enable rather
than disable, and to try to maintain function for as long as possible. So we are not
only diagnosing earlier but we are actually trying to maintain independence for as
long as possible, which is often not the case. If you look at how reimbursement
for medical care and treatment works, the more impaired you are, then the higher
the reimbursement is. There should be an incentive to enable rather than disable,
for exactly that same economic reason.

Risk reduction is not only about people who do not yet have disease. People al-
ready diagnosed also need risk reduction — also need to change lifestyles — to
help maintain their function and independence.

Concluding Remarks

Matthew Baumgart:

Kristen Clifford:

We are, unfortunately, out of time. This has been such a great conversation, and
| hope we will have more in the future. Thank you all for participating. | will let
Kristen close us out.

| want to thank everyone so much. It is really exciting to be able to prioritize hav-
ing these conversations. We know that there is a long way to go in all of our
countries in terms of public health understanding of dementia and the science
behind risk reduction, but it feels like an exciting time with progress, movement
and momentum. We would love to continue these conversations in some form.
It sounds like we all have learnings that we can continue to share — whether
that's around public health campaigns, ways to change behavior, or new science.
We would like to keep in touch and find a way to bring this group and some others
together again to continue these conversations and learnings. Thank you so
much.




